To the Editor, It was with great interest that we read the review paper entitled "Remifentanil for labour pain relief" by Dr Joanna Solek-Pastuszka et al., published in issue no. 1/2015 of Anaesthesiology Intensive Therapy [1] .
The problem of labour pain relief remains an important issue that requires our constant attention and improvement. The disadvantages of pethidine listed in the article are undisputable. However, we should ask ourselves whether, despite its popularity, or maybe precisely because of it, we should talk more decisively about the necessity to stop using it altogether in the delivery room. Next year, two decades will have passed since the publication of Olofsson's article in the British Journal of Obstetrics and Gynaecology, in which he made it very clear that the use of pethidine during labour is unethical and medically erroneous [2] . In 1997, in The Lancet, Raynolds and Crowhurts equally strongly opposed the use of opioids (pethidine and morphine) for labour pain relief, finding it unjustified [3] .
In light of their findings, remifentanil seemed a good alternative, which had been demonstrated by numerous studies from the beginning of the 21st century to which the authors refer [1] . However, it should also be pointed out that during the second decade of the 21st century, opinions as to the administration of this drug are no longer so clear [4, 9, 10] .
Firstly, the use of remifentanil during labour can lead to sedation and respiratory depression. The literature has reported numerous cases (concerning as much as 27% of study participants) in which SpO 2 in mothers dropped to 91−92% and the use of oxygen was necessary [4] . In recent years even more alarming reports have been published. These concern cases of severe respiratory depression, or even respiratory arrest, in parturients administered intravenous remifentanil [6, 7] .
Secondly, the question should be asked whether patients treated with this method have the same comfort of labour as when neuraxial anaesthesia is employed. This comfort does not only refer to pain but also the possibility of "walking analgesia", of moving and assuming different labour positions, which is restricted by the necessity of continuous HR, RR and SaO 2 monitoring, as well as an additional intravenous line (a pump with remifentanil), often in addition to an already working pump with oxytocin. Moreover, it is of importance that the parturient is affected by opioid sedative action, which may have significant impact on the psychological labour and birth experience.
Thirdly, the hyperalgesic potential of remifentanil, as demonstrated in animal studies, should be taken into account [8] .
Although the above findings do not erase the advantages of remifentanil, they do tell us to approach this method with more caution. Experts have pointed out "significant side effects" and recommend very scrupulous and continuous monitoring of vital signs, as stated by Van Der Velde in his article in Current Opinion in Anesthesiology of March 2015 entitled "Patient-controlled intravenous analgesia remifentanil for labor analgesia: time to stop, think and reconsider. " [9, 10] .
Another issue raised by the authors concerns contraindications for central blocks in parturients which are the gold standard of anaesthesia in spontaneous delivery [1] .
At our hospital, epidural analgesia is performed in 85% of spontaneous deliveries. Therefore, based on many years of experience, we believe that obesity should not be treated as a "technical contraindication". We also anaesthetise (epidural, CSE, CSA, spinal) patients undergoing spontaneous delivery, whose BMI exceeds 45 kg m -2 , and we even had a recent case of a BMI of 65 kg m -2 . It should only be remembered that in such parturients epidural anaesthesia ought to be performed as skilfully and safely as in other anaesthetic procedures. Therefore, in patients with a BMI exceeding 40 kg m -2 ultrasonographic identification is routinely used during central blocks (epidural, CSE, CSA worth remembering that the oxygen reserve in parturients is physiologically absent (low FRC), which in cases of respiratory depression necessitates immediate intervention. Maintenance of patent airways in an obese patient additionally complicates the situation, creating a real threat to the life of both mother and her unborn child. Therefore, we agree with experts that parenteral opioids should not be used in spontaneous delivery anaesthesia as a routine [4] . In cases of potential contraindications to central blocks, inhalation agents should be considered [11] . We agree with the authors of the discussed paper as to the necessity to improve the availability and conditions of labour analgesia in Poland and that each medical centre should develop its own standards. However, having in mind the safety and comfort of parturients, we recommend performing epidural analgesia (or other central neuroaxial blocks) as widely as possible, as it remains the gold standard of management.
